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Service 6 (a),

Podiatrist services 


MONTANA 


The following limitations apply to Podiatrist services: 


I. 	 Services considered experimental are not a benefit of the 

Montana Medicaid Program. Experimental services include all 

procedures, items and prescribed drugs: 


A. 	 Considered experimental by theU.S. Department of Health 

and Human Services (HHS) or any other appropriate

federal agency; 


B. Provided as partof a control study, approved by HHS
or 
any other appropriate federal agency to demonstrate 
whether the item, prescribed drugor procedure is safe 
andeffectiveincuring,preventing,correcting or 
alleviating the effects of certain medical conditions; 
and, 

C. 	 Which may be subject to question but not covered A. 

and B. above. These services will be evaluated by the 

Department's designated medical review organization. 


II. Orthotic services are limited to once every twenty-four
(24)

months per recipient. "Orthotic" means a mechanical device 

applied to the foot to be used with the shoe either as an 

insert for the shoeor an attachment to the exteriorof the 

shoe for the purposes of assisting to restore normal function 

of the foot. 


111. Routine podiatric care is limited to once every sixty ( 6 0 )  
days per recipient. "Routine podiatric care" means cuttingor 

removal ofcorns, calluses and
or trimming of nails, 

application of skin creams and other hygienic and preventive

maintenance care. It does not mean debridement of nails. 


~~ 

TN No. 95-16 Approved i f  /O3 h  Effective 7/01/95 
Supersedes TN NO.87-10-06 



Page 1 of1 

Supplementto 
Attachment 3.1B 

Service 6b 
Optometrists’Services 

The following limitations apply to optometric Services: . 

1.  	 A medicaid recipient is limited to one eye examination for determinationof refractive 
state pet 730day period except for sitcations outlined in the provider manual. 

2. Limitation does not apply toservicesrequired as a result of EPSDT. 
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Service 6 (d) 
Psychologists’ 
Services 

MONTANA 

The following limitations apply toPsychologists’ services: 

I. 	 Servicesconsideredexperimentalarenotabenefit of theMontanaMedicaid 
Program. Experimentalservices include all procedures, items and prescribed drugs: 

A. 	 Consideredexperimentalbythe U.S. Department of HealthandHuman 
Services (HHS) or any other appropriate federalagency; 

B. 	 Providedaspart of acontrol study, approvedby HHS or any other 
appropriate federal agency todemonstrate whether the item, prescribed drug 
or procedureissafeandeffectiveincuring,preventing,correcting or 
alleviating the effects of certain medical conditions; and, 

C. 	 Whichmaybesubjectto question butnotcoveredin A. and B. above. 
These services will be evaluated by the Department’s designated medical 
review organization. 

NO. 	 TN 99-061.5 Approved 09/1.7/qLi Effective 5-h 

Supersedes TN NO.97-13 
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MONTANA 

Services considered experimental arenot a benefit of the Montana Medicaid Program. 
Experimental services include: 

a. 	 All proceduresanditems,includingprescribeddrugs,consideredexperimentalbythe 
U.S. Department of Health and Human Servicesor any other appropriate federal 
agency. 

b. 	 All proceduresanditems,includingprescribed drugs, providedaspart of acontrol 
study, approved bythe Department of Health and Human Services orany other 
appropriate federal agency to demonstrate whether the item, prescribed drugor 
procedure is safe and effective in curing/preventing, correctingor alleviating the effects 
of certain medical conditions. 

c. 	 All proceduresanditems, including prescribeddrugs, which maybesubjecttoquestion 
but are not covered in#1 and #2 above, will be evaluated by the Department’s 
designated medical review organization. 

TN: # 99-007 Approved: , / , d P / L ) q  Effective: 7//,/(?tj 
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MONTANA 

The following limitation applies to Licensed Professional Counselor Services: 

1. 	 Servicesconsideredexperimentalare not abenefit of theMontanaMedicaid Program. 
Experimental services include: 

a. 	 All proceduresanditems,includingprescribed drugs, consideredexperimentalbythe 
U.S. Department of Health and Human Servicesor any other appropriate federal 
agency. 

b. 	 All proceduresanditems,includingprescribeddrugs,providedaspart of acontrol 
study, approved by theDepartment of Health and Human Services orany other 
appropriate federal agency to demonstrate whether the item, prescribeddrug or 
procedure is safe and effective in curing/preventing, correctingor alleviating the effects 
of certain medical conditions. 

c. 	 All proceduresanditems,includingprescribeddrugs, which may be subject toquestion 
but are not covered in #1 and #2 above, will be evaluated by the Department’s 
designated medical review organization. 

’N: # 99-W7 Approved: 1.2 / 94 Effective: 7 // /./ (;? 
supersedes TN: #42-6e $‘I - A 6  
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Service 6 (d)

Other Practitioners' 

Services 


MONTANA 


Montana Medicaid term
applies the genericmid-level Practitioner to 

physicianassistantsandadvancedpracticenurses.Advanced 

practice nurses include certified nurse midwife, nurse anesthetist, 

nurse practitioner,etc. 


The following limitations apply
to Mid-level Practitioner services: 


Services considered experimental are not a benefit
of the Montana 

I 

Medicaid Program. 

Experimental services include all procedures, items and prescribed
drugs: 

1. 	 Considered experimental by the U . S .  Department f Health and 
Human Services(HHS) or any other appropriate federal agency; 

2. 	 Provided as part of a control study, approved by HHS or any
otherappropriatefederalagency to demonstrate whether 
the item.,prescribeddrug or procedure is safe and 
effective in curing, preventing, correcting or alleviating
the effects of certain medical conditions; and, 

3. Which may be subject
to question but not covered #l and f2  
above. These services willbe evaluated by the Department's
designated medical review organization. 

TN 94-04 Approved Wdd Effective Q3)Oil+4*Supercedes N/A NEW' 
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Service 6 (d) 

Home Infusion 

Therapy Nursing Services 


MONTANA 

Nursing services needed to administer home infusiontherapy services may be provided by registered 
nurses employed by the home infusion therapy agency. The nursing services must be provided by 
qualified personnel as described in the home infusiontherapy licensure rule (ARM16.32.6). 

Services considered experimental are nota benefit of the Montana Medicaid Program. 

Experimental services include all procedures, items and prescribeddrugs: 

1-	 Considered experimental by the U.S. Department of Healthand Human Services (HHS) or any 
other appropriate federal agency; 

2. 	 Provided as part of a control study, approved by HHS or any other appropriate federal agency 
to demonstrate whether the item, prescribed drugor procedure is safe and effective in curing, 
preventing, correctingor alleviating the effects of certain medicalconditions and, 

3. 	 Which may be subject to question but not covered in #l and #2 above. These services will be 
evaluated by the Department’s designated medical review organization. 

TN 96-13 Approved IC/& 3 h b  Effective 87 I C  I / 9h  
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Home Health Services 

MONTANA 
lowing limits apply to Home Health Services: 

Home Health services, except skilled nursing services, are limited to a combined maximum of100 visits per recipient per 
fiscal year. Services includein the 100 visits limit are physical therapy, speech therapy, occupational therapy, and home 
health aides. Prior authorization by the Community Service Bureau to exceedof the Senior and Long Term Care Division 
100 combined visitswill occur when thereis no other equally effective less costly service available. 

Skilled nursing services are limited 75 visits per recipient per fiscal year, unless prior authorization the Community 
Services Bureau of the Senior and LongTerm Care Division. Prior authorizationto exceed 75 visits will occur when there is 
no other equally effective less costly service available. 

V I  in which Montana Medicaid covers the Medicare co-payment are not counted towards the limits as #l8 2.in 

Limits noted in item to individuals under age21 eligible for#1 and #2 of this supplement do not apply to services provided 
the EPSDT program. 

A person receiving personal care attendant services may not receive concurrent home health aide services. 

Home health servicesdo not include audiology services. 

Home health services may be provided by providers outof state only whenthe services are authorized by the Community 
services Bureauof the Senior and Long Term Care Division. 

Services considered experimental are not a benefit of the Montana Medicaid Program. Experimental services include: 

a. 	 All proceduresanditems,including prescribeddrugs, consideredexperimentalby the U.S. Department of Health 
and Human Services or any other appropriate federal agency. 

b. All procedures and items, including prescribed drugs, provided as part of a control study, approved by the 
Department of Health and Human Services or any other appropriate federal agency to demonstrate whether the 
item, prescribed drug or procedureis safe and effective in curing preventing, correctingor alleviating the effectsof 
certain medical conditions. 

C. 	 All procedures and items, including prescribed drugs, which may be subject to question but are not covered in #1 
and #2 above, will be evaluated by the Department's designated medical review organization. 

Limits recipient to one(1) Wheelchair every five(5) years: sooner based on medical necessity review performed by the 
Medicaid Services Bureau of the Health Policy and Services Division. 

Limits recipients using diapers, 180 diapers, per month.to nearest package size over 

Purchases or rentalof medical equipment exceeding$1,000 must be prior authorizedby the Audit and Program 
Compliance Bureau of the Quality Assurance Division. 

Nursing services provided by a home health agency or by a registered nurse when no in the areahome health agency exists 
may be used by home infusion therapy agencies for the administration of home infusion therapy. 

The durable medical equipment and supplies required for home infusion therapieswill be provided by home infusion therapy 
agencies licensed by the Departmentof Health and Human Services. 

TN # 96-13 Approved C/O3 I 'ib Effective 7/ 1/96eSupersedes TN #96-11 
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Service 7c 

Medical Equipment and Supplies 


MONTANA 

Coverage Restrictions for Home Infusion Therapies: 

Product Restrictions: 

The Medicaid program prohibits coverage of some infusion therapies. Therapies that are not 
appropriate to be performed in the home and those potential high-risk therapies that would be more 
appropriately performed in a controlled environment, such as a hospital, are excluded from coverage 
through the home infusion therapy program. These therapies include but are not limited to: Anti-Ulcer, 
Aerosol Pentamidine, Blood Products, Growth Hormones, Biotechnologyto include Human Insulin 
Products, Subcutaneous injections including but not limited to Erythropoietin, Growth Hormones and 
Filgrastim. Services that can be safely administered by the patient without the use of a home infusion 
therapy provider are also excluded from coverage. 

Prior Authorization: 

The Medicaid program, to insure that all requested therapies are medically necessary, restricts 
coverage of some therapies through the operation of a prior authorization program. The state utilizes 
the University of Montana, Schoolof Pharmacy and Allied Health Sciences for literature reviews and 
recommended prior authorization criteria. The state DUE CARE(Drug Use Education, Concurrent and 
Retrospective Evaluation) Board approves the recommendations from the School of Pharmacy and 
forwards their recommendations to the Department. Infusion Therapy providers may submit prior 
authorization requests via1-800 phone and fax lines or by mail. Responses are issued within24 hours 
of the request. 

L 
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MONTANA 

The f o l l o w i n g  l i m i t s  a p p l y  t o  P r i v a t e  N u r s i n g  S e r v i c e s :  

d u t y  s e r v i c e sl i m i t e d  s e r v i c e st o1. 	 P r i v a t e  n u r s i n g  a r e  n u r s i n g  
prov ided t o  a h o s p i t a li n p a t i e n t  when 
i n d i v i d u a l  and con t inuoussk i l l ednurs ingca re  
prov idedbythehosp i ta lnurs ings ta f f .  

du ty  se rv i ce  be  i n  by2 .  Pr i va te  nu rs ing  mus to rde redwr i t i ngthe  

Serv ice 8 

PrivateDutyNursing 


t he  requ i res 
pa t ien t  

beyond t h a t  r o u t i n e l y  


pat ien t ' sphys ic ian ,  and authorizedbythedepartment. 

The f o l l o w i n g  l i m i t a t i o n s  a p p l y  t o  P r i v a t e  N u r s i n g  S e r v i c e s :  

considered o fServices experimentalnot a b e n e f i tt h e  Montana 
Medicaid Program. 

Exper imentalservicesinclude: 

including drugs,1. 	 All procedures and i tems, prescr ibed considered 
experimentalbythe U.S. DepartmentofHealthand Human Servicesor 
any o therappropr ia tefedera l  agency. 

2 .  	 All procedures and iterns, inc lud ingprescr ibeddrugs,prov ided a s  
p a r to f  a controlstudy,approvedbytheDepartmentofHealth and 
Human Serv i ceso r  any o therappropr ia tefedera l  agency t o  demon
st ratewhetherthei tem,prescr ibeddrugorprocedure i s  safe and 
e f f e c t i v e  i n  c u r i n g / p r e v e n t i n g ,  a l l e v i a t i n gc o r r e c t i n g  t h eo r  
e f f e c t s  o f  ce r ta in  med ica l  cond i t i ons .  

3. A1 1 proceduresanditems,includingprescribeddrugs,which may be 
s u b j e c tt oq u e s t i o nb u ta r en o tc o v e r e di n  #1 and #2 above, will be 

theby designatedDepartment's review 
organizat ion.  h 
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